The relationship between the MMPI-2 restructured clinical scales and the original clinical scales was evaluated using an outpatient clinical sample (N = 150). Similar patterns of correlations to those reported by Tellegen et al. in 2003, such 
The Minnesota Multiphasic Personality Inventory-2nd edition (MMPI-2) is a widely used and researched selfreport assessment instrument that is useful in evaluating clinical symptoms in clients (Greene, 2000) . Although the instrument has been in use since 1940 (Hathaway & McKinley, 1940) and was revised in 1989 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) , many researchers are still reporting problems with its construction (see, for example, Caldwell, 1997; Helmes & Reddon, 1993; Tellegen et al., 2003) . One such problem that has been repeatedly discussed in the literature is the extensive item overlap among scales (Helmes & Reddon; Shure & Rogers; Tellegen et al., 2003) .
Due in part to the high number of shared items across scales, most of the clinical scales (for the purposes of this article, clinical refers to Scales 1 to 4 and 6 to 9) are highly intercorrelated (r > .50; Greene, 2000) . However, Greene pointed out that the magnitude of the correlations is not directly related to the number of shared items. These correlations also reflect the shared variance related to pathology or clinical distress. These excessive correlations sometimes result in floating profiles where many or all of the clinical scale scores exceed the threshold for clinical significance (i.e., T > 64). Floating profiles are challenging to interpret because most or all of the scales are significantly elevated, making it difficult to determine which scale(s) to focus on or which scale(s) actually represent the origin(s) of the distress reported by the client. Helmes and Reddon (1993) characterized the item overlap among scales as a major structural problem and pointed out that this redundancy decreases the ability of each scale to provide valuable, differentiated information. Many items are scored on multiple scales, and some pairs of scales have as many as 20 items overlapping between them. Helmes and Reddon suspected that reducing the item overlap among scales would increase the measure's clinical utility.
High clinical-scale intercorrelations have been attributed to the empirical keying approach used to distinguish psychiatric populations from so-called normals (Tellegen et al., 2003) . Items that differentiated the criterion group from the normative group were selected even if the content of the items appeared to provide no good rationale for their inclusion. Furthermore, there was no attempt to limit items to one scale. Tellegen et al. (2003) expressed concern that the use of the empirical keying approach led to nonspecific, redundant items that differentiated between psychiatric patients in general from nonpatients. They further submitted that the high intercorrelations among these empirically keyed scales may limit their discriminant validity. Tellegen et al. (2003) believed that the clinical scales did contain theoretically meaningful and clinically useful concepts. Therefore, these authors proposed a solution to decrease the high intercorrelations among the clinical scales by filtering out a common core feature of each: demoralization. They defined demoralization as "a broad affectively colored dimension represented to some degree in each of the Clinical Scales" (p. 1). Tellegen et al. hypothesized that by removing the demoralization variance from each scale, a more distinctive and useful scale could be interpreted. Demoralization was considered clinically significant but was not believed to be the specific core component of any single clinical scale and instead was believed to be responsible for a major portion of the variance that consistently inflated the correlations between the clinical scales. Tellegen et al. constructed the restructured clinical (RC) scales based on a series of empirical analyses of data generated by four clinical samples made up of men and women in residential substance abuse treatment and men and women receiving inpatient psychiatric treatment. Tellegen et al. (2003) began this process using the original 321 items that form the clinical scales. After removing common demoralization variance from each scale, the authors identified the core feature of the remaining items through a series of factor analyses. Generally, factor analysis of each scale yielded a two-factor solution with one factor representing demoralization and the other factor revealing the scale's core feature and the items associated with it uniquely. Overlapping and nondiscriminant items were removed to form "Seed Scales" (Tellegen et al., 2003, p. 15) . Later, the full pool of 567 MMPI-2 items were correlated with the seed scales. Items meeting three inclusion criteria were added, forming the final RC scales. These analyses resulted in nine RC scales: demoralization (RCd), somatic complaints (RC1), low positive emotions (RC2), cynicism (RC3), antisocial behavior (RC4), ideas of persecution (RC6), dysfunctional negative emotions (RC7), aberrant experiences (RC8), and hypomanic activation (RC9). Tellegen et al. did not include the clinical scales masculinity-femininity (Mf) or social introversion (Si) in their RC scales.
To evaluate the reliability of their RC scales, Tellegen et al. (2003) calculated the internal consistencies of each of the restructured scales and reported them to have at least comparable if not greater internal consistencies over the original scales. Furthermore, they noted that many of the restructured scales exhibited better test-retest reliability than the original clinical scales. Substantial correlations were found between the restructured scales and their respective original clinical scales. An exception to this was the correlation between the RC3 (cynicism) and Scale 3 (hysteria) of the original clinical scales, which was expected because RC3 represents a relatively small but unique (and reversed) component of the original Scale 3. The correlations between original and restructured scales 1, 2, 4, and 6 to 9 ranged from .62 to .96, with a median correlation of .78, for the community mental health sample.
Although their goal was to remove as much demoralization variance as possible from the clinical scales within theoretical expectations, Tellegen et al. (2003) pointed out that these new restructured scales are not demoralizationfree, and, furthermore, the degree of the demoralization component still present differs strikingly across scales. In addition, they reported that their RC scales displayed noticeably improved discriminant validity as well as comparable or, in some cases, substantially improved convergent validity. Tellegen et al. concluded that "as intended, the RC Scales predict as well as or better than their Clinical Scale counterparts the variables that are linked conceptually to the core constructs of these scales" (p. 33).
The RC scales developed by Tellegen et al. (2003) may allow for easier interpretation of the MMPI-2. Decreasing the magnitude of the intercorrelations among the clinical scales should decrease the probability of clients producing floating profiles. The primary purpose of this study was to cross-validate the RC scales by comparing them to the original scales using an outpatient clinical sample. A further goal was to compare the magnitude and number of elevated scales in each profile.
METHOD Participants
Data were collected from 150 client records (98 female and 52 male) at an outpatient treatment center located in a rural, southern/midwestern region. The mean age of the clients whose data were used was 27.63 years (SD = 9.73). Eighty-six percent of the clients were Caucasian, followed by African Americans (7.43%), Asian Americans (2.7%), and slightly more than 4% falling into other categories. The center is located on a university campus and serves as a training facility for graduate students in clinical psychology. All adult clients who request services are given the MMPI-2.
Procedure
Fifty client MMPI-2 profiles from each of the past 3 years were randomly chosen using the assigned client number. Both the clients' answer sheets and profile forms were number coded so as not to identify the client. Because the data were gathered from already existing files, clients did not undergo any special procedure or treatment. The 150 client MMPI-2 answer sheets were rescored using the RC scale templates and converted to T-scores using the restructured scale profile forms. They were then compared to the client's original MMPI-2 profile. No data from completed MMPI-2 profiles were excluded to maintain the fullest range of possible client scores.
RESULTS
To assess the primary research question, simple Pearson correlations for each of the original clinical scales and its counterpart in the RC scales were calculated and are reported in Table 1 . To control for Type I error, the Bonferroni correction was used, resulting in an alpha level .00069 in order for a correlation to be considered statistically significant. The correlations between the original scales and their counterparts were all significant at the p < .0001 level with the exception of scale 3. The correlations for Scales 1, 2, 4, and 6 to 9 ranged from .55 (Scale 9) to .83 (Scale 1) with a median correlation of .65. Intercorrelations among the RC scales were also calculated (see Table 1 ). Generally, these were lower than the intercorrelations among original scales reported by Butcher et al. (1989) . For example, the correlation between RC1 and RC3 was found to be .33, which was statistically significant; however, the original clinical Scale 1 and Scale 3 had a correlation of .78. Table 1 .
Furthermore, to assess the relationship between the newly devised demoralization scale and the original clinical scales and to determine which scales have the highest correlation with the demoralization scale, simple correlations were also used. It was found that, as expected, the original clinical Scales 2 (r = .74) and 7 (r = .76) had the highest correlation with the demoralization scale. Each of the original clinical scales was found to be significantly correlated with the demoralization scale with the exception of Scales 3 and 9 (see Table 1 ). All the RC scales were also significantly correlated with the demoralization scale. Five of these correlations with demoralization were numerically smaller than their original scale counterparts, whereas three correlations were larger (scales RC1, RC3, and RC9).
To examine the relative magnitude of elevations, a 2 (MMPI-version: original vs. restructured)´8 (clinical scale: 1 to 4, 6 to 9) within-subjects ANOVA was conducted to evaluate differences in elevations in the original profiles versus the restructured profiles. Although significant effects were found for MMPI-2 version, F(1, 149) = 91.65, p < .0001, clinical scale, F(7, 1043) = 19.00, p < .0001, and the interaction, F(7, 1043) = 14.48, p < .0001, only the version and interaction effects were of interest in this study. Each of the original scales' mean T-scores significantly exceeded the restructured scale means with the exception of Scale 1 where the pattern was reversed. Means and standard deviations are reported in Table 2 . To investigate more fully the effect of lower mean elevations on individual profiles, descriptive statistics were examined. The mean number of scale elevations on the original MMPI-2 scale profiles was 3.29 (SD = 2.56, Mdn = 3.0) and 2.15 (SD = 1.94, Mdn = 2.0) for the RC scales. Fiftysix percent of the RC scale profiles showed fewer scale elevations than their original clinical profile counterpart, whereas 28.67% had equal numbers of scale elevations on both the clinical and restructured profiles. In 15.33% of cases there were greater numbers of restructured scale elevations than elevations on the original clinical profile.
DISCUSSION
The main purpose of this study was to replicate the structural data presented by Tellegen et al. (2003) on the RC scales with an independent outpatient clinical sample.
The results of this study showed strong relationships between each of the original clinical scales and their restructured counterparts with the exception of Scale 3. These findings indicate substantial convergence between the original and RC scales with the expected exception of Scale 3. As mentioned earlier, RC3 measures a reversed, relatively small but unique component of the original scale. Tellegen et al. reported somewhat lower correlations between RC4 (antisocial behavior) and RC6 (ideas of persecution) and their original clinical scale counterparts, and these findings were consistent with theirs. The lowest yet still significant correlation found in this study was between RC9 (hypomanic activation) and its original counterpart with a correlation of .56. This finding may be the result of several factors such as differences in samples, sample sizes, or variability of the samples. Continued examination of the relationships among these scales in future research is indicated.
Many of the intercorrelations within the RC scales were found to be lower than those within the original clinical scales. Thus, consistent with Tellegen et al. (2003) , the present results indicate mostly decreased correlations within the RC scales, making possible improved discriminant validity and interpretive clarity.
The T-score means for the RC scales were all lower than those of the original scales with the exception of Scale 1. As a result of removing demoralization from each scale, the mean T-scores of the RC scales all decreased to subclinical levels (below 65). It was expected that the removal of demoralization would reduce the number of floating profiles by limiting the contribution of general distress to each scale, and this was confirmed. The removal of demoralization significantly decreased each scale with the exception of Scale 1. To better understand this finding, it was important to determine the impact of decreased mean scores on individual profiles. The median number of scale elevations decreased by one from the original to restructured profiles for the sample overall. Fur- .46* NOTE: RCd = demoralization; RC1 = somatic complaints; RC2 = low positive emotions; RC3 = cynicism; RC4 = antisocial behavior; RC6 = ideas of persecution; RC7 = dysfunctional negative emotions; RC8 = aberrant experiences; RC9 = hypomanic activation; 1(Hs) = hypochondriasis; 2(D) = depression; 3(Hy) = hysteria; 4(Pd) = psychopathic deviate; 6(Pa) = paranoia; 7(Pt) = psychasthenia; 8(Sc) = schizophrenia; 9(Ma) = hypomania. N = 150. *p < .0001. thermore, more than half of the client profiles showed this pattern with decreases in numbers of scale elevations from the original to RC scale profiles. The influence of the decreased numbers of scale elevations on the interpretability of MMPI-2 profiles will need to be examined in future research using the RC scales. A limitation of this study was the use of K-corrected Tscores for the clinical scales. Tellegen et al. (2003) used non-K-corrected scores in their study, but because of the way data were collected for this investigation, non-Kcorrected scores were not available. As a result, these findings are not directly comparable to Tellegen et al.'s. Nevertheless, the two studies yielded comparable findings.
Further research on the clinical use and interpretation of the restructured scales is warranted, particularly to establish empirically based behavioral, emotional, and other correlates of high scores on restructured scales. Examination of extra-test correlates will enhance the clinical interpretability of the RC scales. The developers of the RC scales did achieve their goal-to remove to the extent theoretically justified and possible demoralization variance from each of the clinical scales and thus reduce the intercorrelations among them. However, whether this increases the interpretability of the MMPI-2 is an empirical question requiring additional work comparing restructured scale patterns with clinical and behavioral correlates.
